NICE technology appraisal guidance 102 Parent-training/education programmes in the management of children with conduct disorders
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• Information for parents and carers of children with conduct disorders ('Understanding NICE guidance').
• Details of all the evidence that was looked at and other background information.
The full guidance and quick reference guide are also available at http://www.scie.org.uk/publications/children.asp
For printed copies of the quick reference guide or 'Understanding NICE guidance', phone the NHS Response Line on 0870 1555 455 and quote:
• N1078 (quick reference guide) • N1079 ('Understanding NICE guidance').
This guidance is written in the following context
This guidance represents the view of NICE and SCIE, which was arrived at after careful consideration of the available evidence. Health and social care professionals are expected to take it fully into account when exercising their judgement. The guidance does not, however, override the individual responsibility of social and healthcare professionals to make decisions appropriate to the circumstances of the individual patient, in consultation with the patient and/or guardian or carer. 
Guidance
This guidance only applies to the management of children aged 12 years or younger or with a developmental age of 12 years or younger.
1.1 Group-based parent-training/education programmes are recommended in the management of children with conduct disorders.
1.2
Individual-based parent-training/education programmes are recommended in the management of children with conduct disorders only in situations where there are particular difficulties in engaging with the parents or a family's needs are too complex to be met by group-based parent-training/education programmes.
1.3
It is recommended that all parent-training/education programmes, whether group-or individual-based, should:
• be structured and have a curriculum informed by principles of social-learning theory
• include relationship-enhancing strategies
• offer a sufficient number of sessions, with an optimum of 8-12, to maximise the possible benefits for participants
• enable parents to identify their own parenting objectives
• incorporate role-play during sessions, as well as homework to be undertaken between sessions, to achieve generalisation of newly rehearsed behaviours to the home situation
• be delivered by appropriately trained and skilled facilitators who are supervised, have access to necessary ongoing professional development, and are able to engage in a productive therapeutic alliance with parents
• adhere to the programme developer's manual and employ all of the necessary materials to ensure consistent implementation of the programme.
1.4
Programmes should demonstrate proven effectiveness. This should be based on evidence from randomised controlled trials or other suitable rigorous evaluation methods undertaken independently.
1.5 Programme providers should also ensure that support is available to enable the participation of parents who might otherwise find it difficult to access these programmes.
Clinical need and practice
2.1
The term 'conduct disorders' in this appraisal refers to conduct disorder and oppositional defiant disorder (ODD). Conduct disorders are characterised by a repetitive and persistent pattern of antisocial, aggressive or defiant conduct. Such behaviour is more severe than ordinary childish mischief or adolescent rebelliousness, and it goes beyond isolated antisocial acts. To meet the definitions of conduct disorders in the Diagnostic and Statistical Manual, fourth edition (DSM-IV) and the International Classification of Diseases, tenth edition (ICD-10), at least three behavioural criteria (including aggression to people and/or animals, destruction of property, deceitfulness, theft and serious violation of rules) must have been exhibited in the preceding 12 months, with at least one criterion present in the last 6 months.
2.2
Conduct disorders vary widely in their presentation, and both DSM-IV and ICD-10 subdivide them into different types. DSM-IV divides conduct disorders into childhood onset (onset before 10 years of age), adolescent onset (onset at 10 years of age or older) and ODD, characterised by persistently hostile or defiant behaviour outside the normal range, but without aggressive or antisocial behaviour. ICD-10 divides conduct disorders into socialised conduct disorder, unsocialised conduct disorder, conduct disorders confined to the family context, and ODD.
2.3
Conduct disorders need to be professionally assessed by a child and adolescent psychiatrist, a paediatrician, a child clinical psychologist specialising in the area of behaviour disorders or another professional who has the appropriate competencies. This professional will make an assessment based on observations and interviews with the parents, teachers and children. Several checklists are used for rating symptoms in children. One of the most commonly used is the Child Behaviour Checklist (CBCL), which has between 100 and 113 items that describe specific behavioural and emotional problems. A child with conduct disorder would be expected to score over 65.
2.4
Conduct disorders are often seen in association with attention deficit hyperactivity disorder (ADHD). Depression, learning disabilities (particularly dyslexia), substance misuse and, less frequently, psychosis and autism can also coexist with conduct disorders.
2.5
There are a number of risk factors that can predispose children to conduct disorders. These factors can be environmental or associated with the family or the children themselves. 
3.5
The cost of parent-training/education programmes for conduct disorders depends on the type of programme offered. Current estimates of costs for group-based programmes range from £500 per family attending a clinic-based programme to £720 per family attending a community-based programme: both estimates are based on a 2-hour session each week for 10 weeks, in a group of 10 families. For individual programmes, costs range from £2000 per family for a clinic-based programme to £3000 per family receiving an individual programme in the home: these estimates are both based on a 2-hour session per week for 8 weeks.
Evidence and interpretation
The Appraisal Committee (appendix A) considered evidence from a number of sources (appendix B).
The scope specified that the population to be appraised was children diagnosed with conduct disorders (including ODD), aged up to 12 years or with a developmental age of 12 years or younger.
Clinical effectiveness
Assessment report -systematic reviews 4.1.1 The Assessment Group identified 16 reviews that assessed the effectiveness of one or more parent-training programmes, using a number of child and parent outcome measures. The majority of reviews were neutral (that is, no statistically significant difference was found between the control and the intervention arms of the trials). No study reported a statistically significant outcome that favoured the control over parent-training/education programmes.
4.1.6 More results in the larger studies showed a positive improvement in child behaviour, indicating that statistical significance had not been reached in some of the smaller studies. Studies with a higher quality score, or in which only independent observations were counted, showed considerably fewer statistically significant results. Selfadministered programmes appeared the most effective, but this was based on relatively small sample sizes. The type of diagnostic criteria used also appeared to have an effect, although again the relatively small sample sizes make it difficult to draw any conclusions.
4.1.7 The Assessment Group point out that studies that measured more outcomes (or investigated more than one parent programme versus control) were given greater weight than studies that measured only one outcome, because all outcomes were counted individually.
4.1.8 Two studies that performed an additional follow-up assessment on the same outcomes (following post-treatment assessment) found that treatment effects were maintained (whether they were statistically significant or not). These longer-term follow-up times were fairly short (2-4 months).
4.1.9 Meta-analyses in the RCTs were limited to those outcomes that were reported consistently across a high proportion of trials. Outcomes were reported consistently for the Child Behaviour Checklist (CBCL), the Eyberg Child Behaviour Inventory (ECBI), and the Dyadic Parent-Child
Interaction Coding System (DPICS). Meta-analyses in the RCTs were also limited to where sufficient outcome data were reported. Outcomes for the data were combined by pooling the post-intervention scores and comparing the outcome across groups. Where studies included more than one eligible parent-training/education intervention arm (for example, self-administered parent training versus group parent training versus control), outcomes of the parent-training/education arms were pooled in order to obtain a single comparison (parenttraining/education versus no parent-training/education) for that trial.
Where studies provided parent-reported outcomes from both mothers and fathers, analyses were limited to maternal reports. Intention-totreat (ITT) results were used where available. One study reported early drop-outs from the intervention group separately; these data were combined with the intervention group to provide an ITT estimate for this trial.
4.1.10
The results showed a consistent trend across studies for an improvement in scores for parent-training/education programmes compared with controls. The weighted mean difference was statistically significant in favour of the parent-training/education programme for ECBI frequency score (-4.2, 95% confidence interval [CI] -6.5 to -1.9), ECBI intensity score (-21.4, 95% CI -29.6 to -13.1) and DPICS score (-8.9, 95% CI -13.7 to -4.0). The difference on the CBCL was not statistically significant although it was in the same direction (-3.8, 95% CI -7.8 to 0.2).
RCT results for programmes versus an active comparator
4.1.11 Of the 16 studies relevant to the scope of the appraisal that compared parent-training/education programmes with an active comparator, there were no statistically significant differences in effectiveness between interventions in six of the studies. In nine studies, parenttraining/education programmes were found to be statistically significantly more effective than an active comparator. In one study, no formal statistical analyses were performed.
When self-administered programmes (with no additional treatments)
were compared with group or individual contacts, they appeared to be slightly less effective. However, given the overall heterogeneity between studies and the small sample sizes, the Assessment Group considered that the identified trends should be interpreted with caution,
and that it was difficult to draw firm conclusions.
4.1.13 Overall treatment effects were maintained at longer-term follow-up (2 months to 3 years) and there was little or no difference in effectiveness between groups. One study noted some further statistically significant decreases in problem behaviour from the period between post-treatment and 1 year, and one study noted deterioration in school behaviour from the period between post-treatment and 1 year. As comparisons with control groups were not undertaken, it is difficult to assess how much of this treatment effect was a result of the initial treatment.
4.1.14 Given the heterogeneity in the parent-training/education programmes and the heterogeneity in the active comparators, the Assessment Group considered it inappropriate to undertake a meta-analysis to compare these approaches directly.
4.1.15 Thirteen studies had a loss to follow-up of 20% or more. The Assessment Group noted that participants who did not complete the studies were more likely to:
• be significantly younger
• come from a lower socioeconomic group
• have less social support
• have higher levels of life stress
• be significantly less educated
• be a mother with higher ratings on the Depression Anxiety Stress Scales (DASS)
• have higher levels of parental dysfunction.
Additional work
4.1.16 After completion of the Assessment Report, further analysis was undertaken to assess other trials relating to parent-training/education programmes that included direct work with the child. An additional 16
RCTs were appraised, bringing a total of 41 RCTs together in a new report. Further analysis, by the NICE Decision Support Unit (DSU),
was also undertaken to report in more detail parental mental health outcomes of these trials.
4.1.17 All of the trials failed to meet at least one of the required quality criteria (or failed to provide sufficient detail). However, most provided clear, concise and relevant information and were methodologically sound in their interpretations. Thirty-five studies had groups that were comparable at baseline in at least one respect (demographics and/or pre-treatment behaviour measures). Thirty-six studies provided information to make a decision on whether there was comparable treatment of groups throughout the trial. Twenty-one studies provided some details about the blinding of outcome assessment. Seventeen studies had a loss to follow-up of less than 20% or provided no details on any loss. Six of the studies with a loss to follow-up of less than 20%
reported an ITT analysis. providing that more than 50% of children had a behavioural disorder.
Only one study reported on prior treatments, and in this study, all children were receiving methylphenidate. Many studies excluded children involved in any treatment at the time of recruitment.
4.1.22 The overall population features included similar proportions of oneparent and two-parent families. A large proportion of parents involved in the studies were white, but parents were from a wide range of socioeconomic backgrounds. Mothers were the primary focus of the trials, with only a small proportion of fathers also participating. Meta-analyses in the RCTs were limited to those outcomes that were reported consistently across a high proportion of trials. These were the ECBI, CBCL and DPICS, and where sufficient outcome data were reported. In recalculating the analyses, the DSU report compared the change in scores between pre-and post-treatment across groups. The DSU report examined the results only from mothers, using the CBCL and ECBI. Although it was recognised that fathers did participate in some studies, it was more common to report data on mothers alone.
Several studies reported data on more than one intervention. In all cases, the more standard intervention was chosen in preference to interventions that included additional parent-training components. However, these findings were limited by the small number of studies that could be included. 
4.2.3
The five costing studies were of little use; two provided little detail on the methods and sources of the costing data, one was retrospective and subject to recall bias, one was based on a very small sample size, and one considered only a small proportion of the costs that fall on the NHS. 
Submission evaluations
The
Additional work
4.2.8 The DSU found that the published natural history models for conduct disorders were not suited for economic purposes. Additional research conducted by the DSU did not lead to the identification of appropriate utility weights associated with conduct disorders, and it was unable to link outcomes recorded in the trials to appropriate utility scores.
4.2.9 Two studies on the costs associated with mental health services for antisocial behaviour were identified. One published study of the longterm financial costs of social exclusion of antisocial children collected data on service use for education, health, foster and residential care, benefits and crime to 28 years of age. The excess cost to all services of conduct disorders compared with no problems was estimated to be £63,000. The excess cost for the conduct disorder group compared with the conduct problem group (lower score on CBCL, 60-65) was £24,324.
4.2.10
A second unpublished study reported mean total annual costs for a cohort of 80 children aged 3-8 years, who were referred to the mental health services because of antisocial behaviour. Costs were reported for health, social care, voluntary and education services. The study did not report costs associated with crime or potential adult healthcare costs (for example, substance misuse, sexually transmitted diseases, teenage pregnancies and antisocial personality disorder). The mean annual total service cost was £1277 (standard deviation = £2309).
NHS service use accounted for 37% of this, 49% was attributable to education, 13% to the voluntary sector and 1% to social services.
DSU economic evaluation
4.2.11
In the absence of a comprehensive natural history model of the condition that was suitable for economic evaluation, the DSU modelled a simple three-health-state categorisation that has been reported in the literature: normal behaviour, conduct problems and conduct disorders.
Using the T-score of the CBCL, an initial distribution of the population across these three states was specified, and annual costs were assigned to each state. They included costs to the NHS and to social and education services. Using the estimate of effectiveness taken from the CBCL meta-analysis (5.96, 95% CI 3.40 to 8.52), the expected change in the CBCL scores of children with conduct disorders and conduct problems attributable to parent-training/education programmes could be estimated. The time horizon for the analysis was 1 year. The cohort in the study also had an unusually low level of usage and consequently, a low cost to social services. There was no evidence from the trials used in the meta-analysis for a differential effect between group and individual programmes. It was shown that group programmes cost less than individual programmes and therefore these programmes are likely to result in greater cost savings to the various agencies. 4.3.9 The Committee noted that the DSU had been unable to identity evidence of direct health-related quality effects of parenttraining/education programmes in the management of children with conduct disorders. It was, however, convinced of the importance of parent-training/education programmes in improving child behaviour and allowing children to have less impairment of everyday/social functioning. It was convinced that this would contribute to improvements in quality of life for the child. Additionally, the observed trend towards improvement in maternal mental health would also contribute to overall improvement in quality of life for both child and parent. The Committee therefore concluded that, given the one-off cost of parent-training/education programmes, in the majority of cases, relatively small improvements in terms of quality of life for both the child and the parent would be needed to make these programmes cost effective.
4.2.12
Consideration of the evidence
4.3.10 The Committee considered the cost offsets of parent-training/education programmes across different agencies that might benefit from their use. It noted from the analyses undertaken that for group clinic-based and group community-based programmes, the model indicated that the mean additional cost of these programmes was cost neutral across all of the agencies involved. The Committee also noted that the principal cost savings accrued to the education services (49%) and health services (37%). However, it was also persuaded that the model could have underestimated the cost savings to social services, and did not consider the potential longer-term savings to the youth justice service and further savings to the NHS from potential adult healthcare costs.
The Committee was persuaded therefore that a wide variety of public services stood to benefit from the appropriate implementation of parent-training/education programmes. • Slides highlighting key messages for local discussion.
Implementation
• Costing report and costing template to estimate the savings and costs associated with implementation.
• Implementation advice on how to put the guidance into practice and national initiatives which support this locally.
• Audit criteria to monitor local practice (see appendix C).
6
Recommendations for further research 6.1 Research is needed examining the impact of parenttraining/education programmes on the quality of life of children with conduct disorders, their parents, carers, siblings and the wider community.
6.2
Qualitative research looking at parental satisfaction and preference is needed. This is to obtain information to enable programmes to be sensitised to the needs of black and minority ethnic families and more socially excluded families, and possibly to decrease poor attendance/concordance.
6.3
RCTs of UK-developed parent-training/education programmes are needed.
6.4 A 'practice review' of parent-training/education programmes within social care contexts is needed in order to investigate a wider range of sources other than RCTs to identify good practice.
6.5
Research is needed examining the long-term impact of parenttraining/education programmes on child behaviour and outcomes, such as educational achievement and criminality.
6.6
Research examining the impact of parent-training/education programmes on parents with learning disabilities is needed.
6.7
Research examining the impact of parent-training/education programmes on parents with children with learning disabilities is needed.
6.8
Research on consistent implementation of programmes is needed.
6.9 Similar outcome measures should be used in trials of these programmes to allow comparability of programmes. Committee members are asked to declare any interests in the technology to be appraised. If it is considered there is a conflict of interest, the member is excluded from participating further in that appraisal. providing written evidence to the Committee. They were also invited to comment on the ACD.
• 
Calculation of compliance
Compliance (%) with the first measure described in the table above is calculated as follows.
Number of children whose referral is consistent with the criterion plus number of children who meet any exception listed × 100
Number of children to whom the measure applies
